Penile fracture is the term used to describe a traumatic rupture of the tunica albuginea of the corpora cavernosa affecting the erect penis. This injury may be accompanied by urethral damage. The fracture typically occurs as a mishap during sexual intercourse. The patient reports a sudden pain in the penis and rapid detumescence. Patient and partner may even hear a snapping or cracking sound at the moment of injury. A large penile haematoma then develops around the now flaccid corpora. If a urethral injury is also sustained then blood may be seen at the external meatus or the patient may have voiding difficulties. Here we briefly record experience with four cases and highlight some of the controversial points in investigation and treatment.
FOUR CASES
In 4 years, four men were seen at the accident and emergency department of St George's Hospital, London, with penile fracture. Their mean age was 27 years (range 22-31). Two of the men heard a snap or crack at the moment of injury. All the men sustained the injury during sexual intercourse and all had an extensive penile haematoma ( Figure 1 ). None of the patients had passed urine since the injury and no blood was visible at the external meatus. In only one of the men was a urethrogram carried out and this revealed a penile urethral rupture ( Figure 2 ). No imaging was undertaken in the other three.
Surgery was performed immediately in each case. Three of the men were found to have a transverse tear (approximately 2 cm long) in one corpus cavemosum. One man had a complete rupture of his penile urethra and hemicircumferential transverse tears in both corpora cavernosa. The injuries were explored through subcoronal circumferential incisions. The penile shaft was degloved and the defect in the tunica albuginea was repaired with a 2/0 absorbable suture. Three of the men made uncomplicated recoveries, including the man with a urethral rupture. The All four men now have normal erectile function, despite mild curvature which is not expected to require surgical correction. COMMENT In this hospital penile fractures represent only 0.25% of all emergency admissions in urology. The history and examination are usually diagnostic. Although the injury usually occurs during sexual intercourse1 it has also been reported after masturbation2A, rolling over in bed5'6 and a direct blow5. The principal differential diagnosis is a tear of the deep dorsal vein of the penis, which can be clinically indistinguishable from fracture6'7. This diagnosis may be suspected if a preoperative cavernosogram shows no evidence of a penile fracture, but surgical exploration is still recommended to exclude a penile fracture, to ligate the torn vein and to evacuate the haematoma. Some workers recommend cavernosography in all patients with a suspected penile fracture to exclude other lesions, multiple cavernosal tears and communication with the urethra8. We do not believe this is necessary since a penile fracture is always distal to the suspensory ligament and a degloving incision gives good access to all possible fracture sites. A urethral injury should be suspected clinically and identified by a urethrogram.
Magnetic resonance imaging (MRI) and sonography have also been advocated for the investigation of a suspected penile fracture9-11. MRI undoubtedly gives high-quality images and is more sensitive than sonography9. However, it is only in the atypical case that these investigations are required and many centres will not have access to emergency MRI. Small tears in the tunica albuginea can be missed on sonography but ultrasound facilities are more likely to be available and may be helpful in cases of uncertain diagnosis.
Concomitant urethral injuries are present in approximately 20% of patients and should be suspected whenever there is urethral bleeding or the patient has not passed urine since the injuryl. In these circumstances a urethrogram should always be performed to exclude urethral injury. This was not our routine practice and was not done in the first three patients; in the fourth it was performed and identified a urethral injury. The urethra is generally repaired over a urethral catheter with an absorbable suture. A suprapubic catheter is positioned at the end of the procedure and urethrography is performed two weeks after the repair.
There is debate on the merits of conservative versus surgical treatment. Various conservative regimens have been described including catheterization, pressure dressings, splinting of the penis, oestrogens12, and diazepam plus a non-steroidal anti-inflammatory agent13. Pryor months who gave a typical history of penile fracture immediately preceding the onset of impotence. One man received early surgical treatment but all 5 patients had evidence of veno-occlusive disease and site-specific leakage on cavernosometry and cavernosography. These changes were also found, to a lesser degree, in patients reporting lesser penile trauma and the authors concluded that rupture of the tunica albuginea is not a prerequisite to the development of erectile dysfunction following penile trauma16
In summary, penile fracture is an uncommon urological emergency, the potential complications of which are lessened by early surgical intervention. A urethrogram should be done whenever a urethral injury is suspected. Men sustaining a penile fracture can be reassured that erectile dysfunction rarely follows this injury.
